The VDRL slide test was the least reactive, especially in cases of primary and tertiary syphilis, in which it was positive in 63-6 and 52-5 per cent. respectively. Nine patients had borderline reactions and seven of these were positive to the FTA-ABS test. In terms of titres, 63 per cent. of cases with primary syphilis, 12 per cent. of those with secondary syphilis, and 73 per cent. of those with GPI were reactive at titres of 1: 4 or less.
The Kolmer test was similar to the VDRL slide test in reactivity, but was generally more sensitive. As with the RPCF test, anticomplementary reactions were found in sixteen cases (3 9 per cent. of the 402); thirteen of these sixteen cases were FTA-ABS test positive and two showed borderline reactions to the FTA-ABS test.
The number of negative results with the RPCF, VDRL slide, and Kolmer tests was remarkably high (Table II) Twelve of the 43 convicts had either a positive or borderline result in the FTA-ABS test and seven of these also had a positive TPI test. In one case the TPI test was reactive, while the FTA-ABS test was non-reactive. The VDRL slide test was reactive in four cases and borderline in three; the FTA-ABS test was reactive in all seven cases.
Discussion
The value of a serological test depends on its sensitivity (ability to react in the presence of disease), specificity (inability to react in the absence of disease), and reproducibility. In syphilology today, the FTA-ABS test is the most sensitive test available (Mora, 1969) . It becomes reactive early in primary syphilis (Deacon and others, 1966; Gamer and others, 1968; Lassus, and others, 1967; Sparling, 1971) , and remains positive for many years in long-standing syphilis even after apparently adequate therapy (Atwood and others, 1968; Knox and others, 1966; Lassus, 1968; Rockwell, Yobs, and Moore 1964) . In terms of specificity it nearly equals the TPI test. Occasional false positive results have been reported, but rarely in more than 1 per cent. of cases (Sparling, 1971) .
In the present study, the (Gillespie and Brown, 1964; Nicholas and Beerman, 1965 Sparling, 1971) . In countless conditions, both acute and chronic, the reagin tests react non-specifically (Gillespie and Brown, 1964; Nicholas and Beerman, 1965) ; in 30 to 40 per cent. of late and inadequately treated cases of syphilis, these tests do not react at all (Gillespie and Brown, 1964; Nicholas and Beerman, 1965; Sparling, 1971) . In the present study, the latter phenomenon was even more marked. In the VDRL slide test for example, 3-3 per cent. of cases with secondary syphilis and almost half of those with GPI were non-reactive. (Masawe, 1970) .
The treponemal tests do not differentiate venereal from endemic syphilis. The fact that endemic treponematoses were prevalent in Uganda until about 1949 to 1950 (Masawe, 1970 (Masawe, , 1971 ) may explain some of the positive FTA-ABS results in the adult control groups. On the other hand, the school children and paediatric patients showed a low degree of seroreactivity, suggesting that both congenital syphilis and endemic treponematoses are now not very frequent in Uganda.
Antibiotics dispensed for conditions other than syphilis suppress syphilitic antibodies (Gillespie and Brown, 1964) . After penicillin therapy antilipoidal antibodies disappear within 6 to 12 months in primary syphilis and within 12 to 18 months in secondary syphilis (USPHS, 1968) . Because antibiotics are frequently and liberally dispensed in Uganda, it is possible that these had altered the levels of antibodies in some of our patients. However, this cannot account for the false negative results in cases of secondary syphilis.
Whatever the explanation, it must be noted that the VDRL slide screening test and the RPCF confirmatory test are the only tests for syphilis available in Uganda (Masawe, 1970) . With a margin of false negative results as wide as in this study, it means that numerous cases of syphilis escape diagnosis during the screening and confirmatory stages of serological testing. Cohen, Stout, and Ende (1969) (Masawe, 1970) ; over thirty new cases of congenital syphilis are diagnosed and treated at the paediatric unit, New Mulago Hospital, annually (Masawe, 1970) 
